To the Editor:

India is experiencing a continued increase in burden of chronic obstructive pulmonary disease (COPD). With an estimated prevalence of \>57 000 000 people suffering from obstructive airway diseases (OADs), by the end of 2016 \[[@C1]\], India is in second place for harbouring the most number of morbidity and mortality cases from OADs, after China. As per the countrywide estimates of the World Health Organization, the COPD morbidity assessed with disability adjusted life years was 690 per 100 000 population in 2004 \[[@C2]\]. This is likely to be enormously high in a country with a population of 1.25 billion. The age standardised death rate of 64.7 per 100 000 population accounts for 20% of the annual worldwide COPD mortality (556 000 out of 2 748 000 cases) \[[@C3]\]. In a recent single-day point prevalence study across India (POSEIDON) study, 14.5% of people had visited a physician for OADs \[[@C4]\]. However, most of the information was obtained from private facilities within urban areas and, therefore, unlikely to reflect the true burden of disease; particularly in rural India where prevalence of COPD is reported to be even higher and is continuously increasing \[[@C1]\]. Similarly, the estimated economic burden of COPD (2010--2011) was more than six billion dollars and expected to rise to eight billion dollars by the end of 2016 \[[@C1]\].

Exposure to biomass combustion fuels inside the home, which lead to hazardous indoor air effluents that are associated with an increased of COPD, is worse in the rural areas where houses are more poorly ventilated \[[@C5]\]. Added to this, the non-conventional forms of tobacco products such as bidi, hookah, chillum, which deliver relatively greater amounts of combustion by products, are excessively consumed in the rural areas. Poorly regulated occupational exposures to vapours, dusts, gases and fumes also contribute to an increased prevalence.

There are significant gaps in primary healthcare delivery and clinical approach to the management of COPD and other airway diseases. Lack of awareness tends to under estimate disease prevalence and progression. The disease remains inadequately managed since most of the primary healthcare units are not equipped with minimal instrumental facilities. Primary care physicians are either not aware of or not sensitised to the use of inhalers in disease management. A substantial amount of rural and suburban people rely on practitioners of alternative medicine, such as homeopathy, Unani and Ayurveda, most of whom do not recognise the disease as a distinct clinical entity. Even smoking cessation is rarely advised in the routine medical prescriptions \[[@C6]\]. Of five important operation problems for the delivery of universal healthcare coverage, scarcity of human resources in the primary care units particularly in disadvantaged areas, lack of governance and poor reliability were crucial \[[@C7]\].

Unfortunately, most of the proposed approaches to upgrade primary healthcare have not yet taken shape. There is a need to adopt a multipronged framework approach involving the reduction of risk factors, improving availability of health personnel and other infrastructure such as drugs and devices, implementation of standard treatment guidelines, a functional referral mechanism, the introduction of pulmonary rehabilitation programmes, and effective surveillance systems \[[@C8]\]. Tobacco control, reduction of household and ambient air pollution and occupational exposures are important steps to reduce the risk \[[@C9]\]. Academic and professional upgradation of the healthcare personnel should be done on a high-priority basis. Patient counselling and patient education should be given top priority. There is unquestioned need to raise the standard of the primary healthcare units through upgradation of diagnosis and treatment facilities. Easy availability of spirometry and affordable common drugs including inhalers (long and short-acting bronchodilators and corticosteroids) is important for disease control and management. It is also important to adhere to standard treatment guidelines linked to issues of insurance and employers\' reimbursements of costs \[[@C8]\]. Guideline-based practice can radically reduce the cost of disease burden \[[@C10]\]. Above all, the proper utilisation of the healthcare units must be warranted by the government as well as the professional medical and pulmonary organisations for an effective COPD management.
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